A 52 -year lady was admitted with symptoms of retrosternal chest pain suggestive of unstable angina with ECG showing ST-Segment depressions in inferior leads. She underwent a coronary angiogram which showed significant and discreet 80% stenosis of proximal right coronary artery without calcification. A 5F right Judkins catheter was used to engage the right coronary ostium during diagnostic angiogram via right femoral approach. The diagnostic coronary angiogram was carried out uneventfully without any evidence of pressure damping on engagement of the right coronary artery. [FIG 1] . A direct stenting of the proximal right coronary artery lesion was planned . A right 6F Judkins Guide catheter was used to engage the right coronary artery .There was no catheter induced pressure damping after engagaement of the right coronary ostia by the right Judkins guide. A BMW PCI wire was used to cross the lesion in the right coronary artery. A 3.5 X 14 mm Xience Xpedition stent was advanced across the lesion and contrast was injected prior to final deployment of the stent.Even before the stent could be deployed, patient developed sudden ventricular tachycardia. [FIG 2] . The right Judkins guide was immediately disengaged from the coronary ostia and the arrhythmia was electrically cardioverted with 200J DC shock . Subsequently, the lesion was stented uneventfully after pre-dilataion of the lesion with 2.5X12 mm semi-compliant balloon taking care to keep the guide disengaged during balloon dilatation. [FIG 3] .TIMI Grade 3 flow was established with good results. [FIG 4] . 
I. Case History
A 52 -year lady was admitted with symptoms of retrosternal chest pain suggestive of unstable angina with ECG showing ST-Segment depressions in inferior leads. She underwent a coronary angiogram which showed significant and discreet 80% stenosis of proximal right coronary artery without calcification. A 5F right Judkins catheter was used to engage the right coronary ostium during diagnostic angiogram via right femoral approach. The diagnostic coronary angiogram was carried out uneventfully without any evidence of pressure damping on engagement of the right coronary artery. [FIG 1] . A direct stenting of the proximal right coronary artery lesion was planned . A right 6F Judkins Guide catheter was used to engage the right coronary artery .There was no catheter induced pressure damping after engagaement of the right coronary ostia by the right Judkins guide. A BMW PCI wire was used to cross the lesion in the right coronary artery. A 3.5 X 14 mm Xience Xpedition stent was advanced across the lesion and contrast was injected prior to final deployment of the stent.Even before the stent could be deployed, patient developed sudden ventricular tachycardia. [FIG 2] . The right Judkins guide was immediately disengaged from the coronary ostia and the arrhythmia was electrically cardioverted with 200J DC shock . Subsequently, the lesion was stented uneventfully after pre-dilataion of the lesion with 2.5X12 mm semi-compliant balloon taking care to keep the guide disengaged during balloon dilatation. [FIG 3] .TIMI Grade 3 flow was established with good results. [FIG 4] . 
Discussion
Engaged coronary artery catheter pressures should always be checked before injecting contrast medium. Injection of contrast with damped or ventricularized waveforms can cause dissections of the artery or arrhythmias. In one study, of the 24 episodes of ventricular arrhythmia, 14 were related to catheter manipulation, 8 to ischemia, and 2 to the contrast medium, while the cause could not be clearly established in 4.
1
.The episodes of ventricular arrhythmias are more frequent during right coronary artery procedures than left coronary artery procedures 2 . Early reports suggested that, ventricular arrhythmias could be caused by ischemia or mechanical complications or contrast medium toxicity 3, 4 . Ischemia and contrast medium could make myocardium more susceptible to ventricular arrhythmias and certain transient events such as improper manipulation and acute ischemia could play an important role in triggering ventricular tachycardia attack. Some of the episodes of ventricular arrhythmias may involve multiple mechanisms. In this patient, placement of the coronary stent across the lesion prior to its deployment could have seriously compromised the lumen causing myocardial hypoxia and subsequent injection of contrast media to ascertain the stent's position pre deployment could have triggered the serious ventricular tachycardia. The same stent was successfully deployed uneventfully after pre dilating the coronary lesion with a semi compliant balloon taking care to keep the right coronary artery guide disengaged.
